Aims/hypothesis Gestational diabetes mellitus (GDM) is linked with a higher lifetime risk for the development of impaired fasting glucose, impaired glucose tolerance, type 2 diabetes, the metabolic syndrome, cardiovascular disease, postpartum depression and tumours. Despite this, there is no consistency in the long-term follow-up of women with a previous diagnosis of GDM. Further, the outcomes selected and reported in the research involving this population are heterogeneous and lack standardisation. This amplifies the risk of reporting bias and diminishes the likelihood of significant comparisons between studies. The aim of this study is to develop a core outcome set (COS) for RCTs and other studies evaluating the long-term follow-up at 1 year and beyond of women with previous GDM treated with insulin and/oral glucose-lowering agents.
Introduction
The prevalence of gestational diabetes mellitus (GDM) is increasing worldwide and ranges between 5.2% and 40.4% across countries; this wide variability reflects multiple factors such as BMI, ethnicity, country income, and also the diagnostic criteria used [1] . Based on the International Association of Diabetes in Pregnancy Study Group (IADPSG) criteria, the European prevalence of GDM is approximatively 13% [2, 3] . Medical nutritional therapy (diet and exercise) is the first step in the treatment of GDM [4] . However, if the desired glycaemic goals are not achieved, pharmacological treatment will be required.
GDM is linked with a substantial lifetime risk of developing type 2 diabetes. A meta-analysis conducted on studies published over the last 50 years showed that women with a history of GDM have a higher risk of developing type 2 diabetes (RR 7.4) compared with women with normal glucose tolerance (NGT) in pregnancy [5] . Women with previous GDM are more likely to develop the metabolic syndrome [6] and cardiovascular disorders [7] in later life. Several studies have shown that women with GDM have a higher risk of developing postpartum depression [8, 9] . There is also a growing body of literature associating a history of GDM with the development of tumours, particularly breast and endometrial tumours [10] .
Women with GDM should be screened for persistent diabetes or impaired fasting glucose and/or impaired glucose tolerance at 6-12 weeks postpartum using non-pregnancy criteria [11] . However, there is no standardised approach to the long-term follow-up of women with a previous GDM diagnosis. The results of clinical trials evaluating comparable interventions are usually summarised in systematic reviews and meta-analyses that provide the basis for guidelines and treatment recommendations. However, there is little consistency in outcome selection and reporting in clinical trials involving this population. This inconsistency raises concern for possible outcome selection bias, makes significant research synthesis difficult and limits the ability to combine the findings of individual studies into summary estimates. One way to overcome this is to develop a core outcome set (COS).
A COS is the minimum set of outcomes that should be consistently measured and reported in all clinical trials (and other studies). However, this does not restrict researchers from adding additional outcomes. A minimum set of outcomes will provide greater uniformity of reporting in clinical trials and more data to impact meta-analyses. Also, a COS will reduce study heterogeneity and the risk of reporting bias by consistently measuring and reporting these outcomes.
The Core Outcome Measures in Effectiveness Trials (COMET) initiative aims to standardise outcome reporting in trials, facilitates participation of diverse experts undertaking research and minimises duplication of work [12, 13] . The Core Outcome Set STAndards for Reporting (COS-STAR) is a checklist designed to be applicable regardless of the consensus methods used to develop the COS and the various participant groups [14] . The COS-STAR checklist provides guidance for minimal COS study reporting and its purpose is to promote the transparency and completeness of reporting in all COS studies. The CoRe Outcomes in Women's and Newborn health (CROWN) initiative encourages the development of COSs in women's and newborns' health.
The aim of this study was to develop a COS for trials and other studies evaluating the long-term follow-up at 1 year and beyond of women with previous GDM treated with insulin and/oral glucose-lowering agents. This study focuses only on women with GDM treated with insulin and oral glucoselowering agents as this population has more severe glucose abnormalities and are more likely to progress to type 2 diabetes, obesity and the metabolic syndrome [15, 16] .
Methods
This study is registered in the COMET database [17] . Ethical approval for the study was obtained from the Galway University Hospitals Research Ethics Committee (reference CA 1905).
The three work packages of the study were: (1) a systematic review of literature that identified all the outcomes reported in clinical trials that involved the long-term follow-up of this population; (2) a Delphi survey in which all outcomes were scored and prioritised by key stakeholder groups to provide a preliminary list of final outcomes; and (3) a consensus meeting where the final list of outcomes was decided.
Systematic review Using a broad-based search strategy, the following databases were searched for relevant studies between October 2017 and February 2018: Cochrane Central Register of Controlled Trials (CENTRAL), the Cumulative Index to Nursing and Allied Health Literature (CINAHL), PubMed, EMBASE and Web of Science. ClinicalTrials.gov was also searched for relevant ongoing trials. The reference lists of all included studies were searched for additional studies not retrieved from the electronic database search. There was no time restriction on the date of publication of the studies. There was no language restriction applied to the search strategy. Only RCTs and RCT follow-up studies were included in the systematic review (an example of the search strategy is presented in the electronic supplementary material [ESM] Methods).
In step 1, all identified study titles were reviewed and ineligible studies excluded (F.P. Dunne and D. Bogdanet). In step 2, the remaining studies were appraised by two reviewers (F.P. Dunne and D. Bogdanet) who independently assessed the titles and abstracts of each study included at this stage. Full texts of studies meeting the inclusion criteria and studies for which there was uncertainty regarding inclusion at the title/ abstract screening stage were retrieved and reviewed independently (F.P. Dunne and D. Bogdanet). The same two authors extracted the data independently, reviewed the data together, assessed consensus and ensured that all outcomes were identified. Following review by F.P. Dunne, D. Devane, D. Bogdanet, L. Biesty, A. M. Egan and P. M. O'Shea (the study advisory group [SAG]), extracted outcomes were grouped under the following domains: laboratory tests, clinical conditions, physiological variables, diet and exercise, psychological variables and other.
Delphi method We conducted a three-round eDelphi survey [18] . This facilitated international participation. Questionnaires were completed online using SurveyMethods software (www. surveymethods.com, SurveyMethods, Dallas, TX, USA, accessed 9 May 2018). Full details of our methods are given in Bogdanet et al (2019) [19] and are described briefly below.
The stakeholder groups comprised: women with a previous diagnosis of GDM, endocrinologists, diabetes nurses, obstetricians, midwives, paediatricians, neonatologists, general practitioners, practice nurses, dietitians, physiotherapists, researchers with expertise in gestational diabetes, policy makers and others (which included clinicians with expertise in gestational diabetes from specialties other than endocrinology and obstetrics, epidemiologists, clinical biochemists and healthcare assistants).
Invitation emails were sent to societies and individual members of the IADPSG, Diabetes Ireland, Irish Endocrine Society (IES), IDF, International Federation of Gynecology and Obstetrics (FIGO), European Board and College of Obstetrics and Gynaecology (EBCOG), Irish Nutrition and Dietetic Institute (INDI), Association of Clinical Biochemists in Ireland (ACBI), Irish Institute of Obstetricians and Gynaecologists, Saolta Healthcare Group (Ireland), EASD, Diabetic Pregnancy Study Group (DPSG) of the EASD and the Royal College of Physicians Ireland (RCPI) (divisions of Endocrinology, Obstetrics and Endocrinology and Paediatrics). All participants were asked to forward the invitation to others whom they regarded as having the required expertise. Additionally, women with a history of GDM were contacted through their clinic by the authors and by additional study participants and, following consent, were forwarded the survey link or given a printed form of the survey. Women with GDM were from a number of clinics; the final group who participated in the consensus meeting were from the Galway clinic.
Study participants gave informed consent prior to the submission of any answers and the following information was also requested: name, email address, sex, stakeholder group and country of residence. Participants were given information about the study and about COSs. Participants were encouraged to complete the eDelphi questionnaire in each round.
An email reminder was sent to anyone who did not respond after 7 and 14 days and also 3 days and 1 day before the end of the round.
In the first round of the survey, all the outcomes identified in the systematic review were presented to the participants grouped by domain. The study participants were asked to rate each outcome on a nine-point Likert scale (1-3 limited importance; 4-6 important but not critical, 7-9 critical). We provided all participants with plain English explanations of the outcomes included in the survey. Participants were invited to suggest additional relevant outcomes (no limit to the number of outcomes suggested) using free-text responses. If two or more study participants nominated an outcome, that outcome was included in round 2 of the survey.
All stakeholder groups were grouped into three broader groups, i.e. clinicians, women with a previous diagnosis of GDM and researchers/policy makers. Descriptive statistics were used to summarise the results from round 1. We sent individual results, the results of each stakeholder group and the results of the total group to each study participant. All outcomes including the additional outcomes suggested in round 1 (by two or more participants) were carried forward to round 2. All respondents to round 1 were invited to participate in round 2 and asked to re-rate the outcomes. All outcomes that scored 7-9 on the Likert scale in ≥70% of answers and 1-3 in <15% of answers were carried forward to round 3. Each participant who completed round 2 was emailed their individual results and the results of each stakeholder group and the total group and was invited to participate in round 3 and re-score retained outcomes. Outcomes were classified as 'consensus in' (≥70% participants scoring as 7-9 and <15% scoring as 1-3) or 'consensus out' (≥70% scoring as 1-3 and <15% scoring as 7-9). The 'consensus in' and borderline outcomes were brought forward to the consensus meeting.
Consensus meeting
The consensus meeting involved representatives from each stakeholder group. The participants discussed each outcome brought forward from round 3. If necessary, the outcomes were grouped or renamed in order to facilitate dissemination and usefulness. At the end of the discussion, each participant voted 'outcome in' or 'outcome out' using the app Poll Everywhere (San Francisco, CA, USA, accessed 27 September 2018) on their electronic device, thus concealing their identity. Outcomes that scored over 70% 'outcome in', were included in the final COS.
Results
A total of 3344 titles and abstracts were identified. Following review of the title and/or abstracts, 62 full text papers were retrieved and assessed for eligibility. A further 37 papers were excluded following full text assessment, leaving 25 papers in the review (ESM Table 1 ). Following data extraction, 121 individual outcomes were identified. Following the SAG meeting, similar outcomes were combined, leaving a final 116 outcomes to be grouped and included in round 1 (ESM Fig. 1 ).
The first round of the Delphi survey was sent to 835 participants (societies and individual members). At the end of round 1, there were 288 respondents (34.5%) representing 33 countries and five continents ( Table 1) . A total of 73% of the respondents were female. The distribution of answers throughout the stakeholder groups in each of the three rounds is presented in Table 1 . An additional ten outcomes were suggested by two or more study participants and were included in round 2 (ESM Table 2 ).
Round 2 participants were asked to rate 126 outcomes grouped as described in the Methods section. Round 2 was completed by 65.9% of the round 1 responders (190 participants). Similar to round 1, there was a female predominance among responders (73.7%). The distribution of answers amid stakeholder groups was similar to round 1 (Table 1) (clinicians 82.6%, women with a history of GDM 10%, researchers/ policy makers 7.4%). All outcomes that scored 7-9 on Likert scale in ≥70% and 1-3 in <15% by study participants were brought forward to round 3 (n = 34). The percentage of participants who voted 1-3, 4-6 or 7-9 on each outcome at the end of round 2 is presented in Table 2 .
Round 3 was completed by 165 participants (86.8%). Similar to round 2, outcomes were brought forward when 70% or more participants scored the outcome as 7-9 and <15% participants scoring as 1-3. In total, 30 outcomes went through the consensus meeting (ESM Table 3 ).
Consensus meeting
The consensus meeting involved 20 participants, a chairperson and an administrator. The stakeholder groups included four women with a history of gestational diabetes, one diabetes nurse specialist, two midwives, one policy maker, two paediatricians, one clinical biochemist, two researchers in the area of diabetes in pregnancy, one epidemiologist, two obstetricians and four endocrinologists. The participants represented ten countries and three continents. Before the discussion on each outcome, the participants were shown the previous voting results on that particular outcome by the total group and by each stakeholder group. Each outcome was discussed and there was agreement that some items should be grouped and/or rephrased. Therefore, '75 g oral glucose tolerance test', 'Blood glucose level at 2 h during the 75 g oral glucose tolerance test', 'Fasting glucose' and 'HbA 1c blood levels' were combined into 'Assessment of glycaemic status'. 'Type 2 diabetes' became 'Diagnosis of type 2 diabetes since the index pregnancy'. 'GDM in subsequent/future pregnancies' became 'Number of pregnancies with a diagnosis of GDM since the index pregnancy'. 'Impaired fasting glucose' and 'Impaired glucose tolerance' were combined into 'Diagnosis of prediabetes since the index pregnancy' and 'Breastfeeding after the index pregnancy' became 'Breastfeeding'.
Following discussion, the panel voted on each outcome to determine whether it should or should not be included in the final set. The final COS included nine outcomes and is presented in Table 3 , together with the percentage of participants that voted 'consensus in'.
Discussion
This study used robust methods to develop the first COS relevant to the follow-up of women with previous gestational diabetes treated with insulin and/or glucose-lowering agents. A Delphi consensus panel with 20 representatives from ten countries agreed on nine outcomes to be included in the final COS. It is advised that all studies in this area use this COS to facilitate comparison among studies and limit heterogeneity and reporting bias. The application of agreed methods in developing a COS and the participation of multiple stakeholder groups assure the wide applicability and dissemination of this COS.
The wide applicability of the study was one of the main reasons why the outcomes '75 g oral glucose tolerance test', 'Blood glucose level at 2 h during the 75 g oral glucose tolerance test', 'Fasting glucose' and 'HbA 1c blood levels' were combined into 'Assessment of glycaemic status'; in so doing, the COS permits researchers the opportunity to assess glycaemic status according to their own national guidelines and resources. In addition, this COS identifies 'what is to be collected' and not 'how it is to be collected', which will be the subject of future work. Similarly, 'Impaired fasting glucose' and 'Impaired glucose tolerance' were combined as 'Diagnosis of prediabetes since the index pregnancy' to give the COS a worldwide applicability in light of the variability in diagnostic tools and criteria. However, while we would recommend that collection and reporting of all outcomes in the COS is mandatory, researchers can choose to collect any additional outcomes required for their study, including specific indices of glycaemic control. Of importance, the COS consensus meeting had representation from a variety of health professionals/specialties, both local and international, and included women with a previous diagnosis of GDM. This stakeholder composition permitted both the health professionals and women to bring their experience and perspectives to the issues under discussion. Each participant was able to have an understanding of what was important to the other person and what was feasible. Ultimately, this resulted in shared decision-making in a study that will impact future research of women with gestational diabetes.
There are some limitations to our study. Currently, there are no methods for sample size calculation for this type of study. To minimise the potential for selection bias, participants were invited through international organisations and personal professional email lists. Only participants who completed each survey round were recorded. From the totality of initial emails sent before round 1, we had a 35% response. This response rate, however, included participants from 33 countries and five continents. We had a 34% drop-off rate between round 1 and round 2, but, impressively, 87% of participants who completed round 2 also completed round 3. There was a low response rate among primary care physicians (3.5%).
Another potential limitation of this study is the large number of items to be scored in rounds 1 and 2 of the online Delphi survey, which may have impacted negatively on the survey response rate.
We had a large percentage of international participants, including individuals from high-income, upper-and lower-middleincome countries. However, low-income countries were underrepresented, and this may limit the generalisability of this COS to certain parts of the world. The participants at the consensus meeting tried to overcome this by rephrasing or combining outcomes in order to increase the worldwide applicability of the COS.
The access to service users was limited by data protection laws, so participants were recruited through the clinical facilities. Despite this, 30% of respondents in round 1 were international service users. At the consensus meeting, 50% of service user participants were non-Irish. We sought international participation for the COS to have global relevance. The service user representatives made important suggestions on all the outcomes discussed at the consensus meeting. Anonymous voting (via the electronic app during this meeting) aimed to prevent participants feeling compelled to vote in a certain way. It has been advocated that the views of health service users should be given greater value in the development of a COS [20] as outcomes reported for clinical studies might not reflect endpoints that are meaningful for them. Examples exist where health service users identified an outcome important to them as a group that might not have been considered by clinicians [21] [22] [23] . However, the responses from health service users and the responses from other stakeholder groups were generally concordant.
The strengths of the study include our use of robust methods in the COS development, including adherence to the COS-STAR statement, the thoroughness of the systematic review (six databases were searched for relevant studies), the high number of participants and the diversity of stakeholder groups participating at each stage of the COS.
Recent review papers have shown the degree of outcome reporting bias among studies, with the main outcome not being reported in up to 47% of the studies and inadequately reported in up to 76% of the studies reviewed [24] [25] [26] . Therefore, there is a cogent argument for creating and disseminating a COS to harmonise outcome reporting. This is the first study to outline a COS for the long-term follow-up of women with previous GDM. We encourage all investigators undertaking research in this field to report, as a minimum, this COS to reduce reporting bias by allowing evidence synthesis across clinical studies. This will ultimately lead to improvements in the quality of research and delivery of evidence-based healthcare for women with GDM. Contribution statement DB drafted the manuscript, analysed the data and coordinated revisions. All authors participated in and made substantial contribution to the study design or acquisition of data and revised the manuscript critically for important intellectual content. All authors read and approved the final manuscript. DB is responsible for the integrity of the work as a whole.
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